INTRODUCTION
Gastrointestinal (GI) Perforation is an important emergency situation that usually requires prompt surgery. Prompt detection of Gastrointestinal (GI) tract perforation is important for the diagnosis of life-threatening conditions in patients with acute abdomen.
1,2 A number of causes can lead to Gastrointestinal tract perforations (blunt or penetrating trauma, peptic ulcer, inflammatory disease, foreign body, a neoplasm or iatrogenic factors); A peptic ulcer is the most common cause of upper gastrointestinal perforation and responsible for about 50% of all cases. Mortality rates up to 30% and mortality increases with increasing age and is significantly higher in patients who have another medical co-morbidity. 2, 4 Typhoid fever is a severe febrile illness caused primarily by the gram-negative bacillus Salmonella typhi. 5 Although intestinal haemorrhage is the most common complication of typhoid fever, intestinal perforation is the complication associated with highest morbidity and mortality 5 .
Mortality rates of intestinal perforation following typhoid fever are 5% to 62%. 6 The acute appendicitis is the most common surgical disease. 7 Acute appendicitis is a common cause of abdominal pain in all ages since it occurs in 7 % of the population and has an incidence of 1.1 cases per 1.000 persons each year. 8 The obstruction of the lumen of the appendix is the main causative factor in the perforation of the appendix. The mortality and morbidity are increased in cases of perforated appendix. 7, 9 Complications of gastric perforation include toxaemia, respiratory distress, wound infection, wound gaping, gastrocutaneous fistula, bed sore and burst abdomen. 10 Diagnosis largely depends on imaging examinations, and the correct diagnosis of the presence, level, and cause of perforation is imperative for appropriate patient management and surgical planning. The mainstay of treatment for bowel perforation is surgery. 10 Endoscopic, laparoscopic and laparoscopic-assisted procedures are now being increasingly performed instead of conventional laparotomy. Moreover, if any signs and symptoms of generalized peritonitis are absent and the perforation site has sealed spontaneously, then a perforated duodenal ulcer can be treated with nonsurgical procedures. 11 Unfortunately, the delay in diagnosis and management lead to a poor outcome and increase compilations and mortality. Gastrointestinal tract perforations are common in this part of the country while very few studies have been done on this subject. With this background, this study was conducted to study the clinicopathology of gastrointestinal tract perforations with the primary objective of the study was to study the different modes of treatment and complications associated with nontraumatic gastrointestinal perforation among patients admitted at our institution, over a 2-year period. our study is a small step toward the future to fulfil the lacuna in this area.
METHODS
This cross-sectional observational study was carried out on patients of Department of general surgery at Late Lakhiram Agrawal Memorial Government Medical college (LAMGMC) Raigarh, Chhattisgarh which caters to a large volume of referred cases from the north-eastern part of Chhattisgarh state in India from September 2014 to August 2016. A total 100 adult subjects (both male and females) of all age groups were included in this study.
Patient admitted to ward diagnosed with non-traumatic Gastrointestinal (GI) tract perforation of Either sex who gave informed consent were included in the study. Patients with traumatic Gastrointestinal (GI) tract perforation, other pre-existing sever general medical condition and who refuses to give informed consent were excluded from the study.
Procedure
After obtaining written informed consent, a detailed history was obtained from patient and relatives, a welldesigned questionnaire was used to collect the data of the recruited patients. The questionnaire included sociodemographic characteristics such as age, gender, residency, occupation, symptoms such as pain in abdomen its site nature and radiation, vomiting its frequency and nature; distension of abdomen; constipation; fever its grade and type.
A thorough general examination was carried out in each case, with special attention to pulse, respiration temperature, blood pressure, the degree of dehydration and pallor. A careful and detailed examination of the abdomen was carried out with special reference to distension of abdomen, tenderness, guarding, abdominal girth, the presence of free fluid in the peritoneal cavity; obliteration of liver dullness, rebound tenderness and bowel sounds. Per rectal examinations was done to find out any evidence of pelvic abscess e.g. bulging of anterior rectal wall, bogginess or tenderness. P/V examination in relevant female patients was carried out to detect the collection of fluid in the pouch of Douglas.
On the basis of history, clinical examination and with the help of different investigations a provisional diagnosis arrived. The cases studied in the present study were divided into peptic perforation, typhoid perforation, appendicular perforation and other group.
Every patient was resuscitated, IV fluids, antibiotics and nasogastric suction were started. Conservative treatment was instituted in a case coming late with the poor general condition, in resolving cases and in patients who refused for operation. The patients who were fit for general anaesthesia were submitted to an operation.
Peritoneal drainage under local anaesthesia was done in patients who had low general condition to tolerate general anaesthesia and were either dyspnoeic due to a huge collection of fluid in the peritoneal cavity or were toxic and in patients showing features of localisation of intraperitoneal pus. 
Statistical analysis
Different modes of treatment and complications of gastrointestinal perforation Findings were analyzed using descriptive analysis technique and recorded as total number (n) and percentage (n%).
RESULTS
Total 3591 cases admitted in Surgical wards, 832 cases admitted with acute Abdomen out of which 100 cases were of non-traumatic GIT perforation (12.01% of acute abdomen, 2.78% of total admission). (Table 2 ).
Most common complications of typhoid perforation were Toxaemia (50%), respiratory complications (32.4%), wound infection (22.2%) and wound gaping (18.5%). In peritoneal drainage, 60% have respiratory complications and 50% have toxaemia (Table 3) . The most common complications of appendicular perforation were wound gaping (50%) and toxaemia (40%). In operative management, 50% have respiratory complications and 25% have toxaemia (Table 4) . The average duration of stay in hospital for operated cases was 16.52 days. Average duration stay in hospital of Peptic perforation was 17.3 days, typhoid perforation 18.3 days, Appendicular perforation 18.5 days and for other perforation was 12 days (Table 5 ).
The average duration of stays in hospital for conservative cases was 13.8 days. Average duration of stay in hospital of Peptic perforation was 8.5 days, typhoid perforation 14 days and for Appendicular perforation was 19 days (Table 6 ). The average duration of stay in hospital for Peritoneal drainage under local anaesthesia was 20.8 days. Average duration stay in hospital of Peptic perforation was 18 days and typhoid perforation was 23.6 days ( Table 7) . 
DISCUSSION
Gastrointestinal (GI) Perforation is an important emergency situation that usually requires prompt surgery often delay in diagnosis and treatment leads to severe complication and increase morbidity and mortality. Our study reveals that majority of the cases undergone for operative management, followed by conservative management was used and least no of the cases were managed with Peritoneal drainage under LA. Conservative management was most commonly used in cases of peptic perforation.
12,1
In our study, we found that the most common complications were toxaemia followed by wound gaping and Respiratory complications. In operative cases of peptic perforation respiratory distress, wound gaping and toxaemia were the major complications. 14, 15 The patient who managed operatively mostly has respiratory complications and toxaemia. Our results were in line with the findings of other studies who found types of complications. Singh studied on 80 cases of gastrointestinal perforation and he found that wound infection (53%), chest infection (23%), abscess (pelvic + subphrenic) (14%) and duodenal fistulae (11%) were most common complications. 16 Study conducted on 182 cases of peptic ulcer perforations (150 duodenal, 32 gastric) by Fong found that the intraabdominal abscess (22 cases), wound infection (26 cases) and generalized bacterial peritonitis (18 cases) were most common complications. 12, 13, 17 Our study reveals that the average duration of stay in hospital was nearly same for all cases of gastrointestinal perforation (16.52-18.5 days) so we can conclude that stay in hospital was independent of the cause of gastrointestinal perforation. Average duration stay in hospital was less in patients who were managed conservatively it may be due to their general condition were good and having fewer complications.
CONCLUSION
Gastrointestinal (GI) Perforation is an important emergency situation that usually requires prompt surgery often delay in diagnosis and treatment leads to severe complication and increase morbidity and mortality. Majority of the cases undergone for operative management and most commonly developed complications were toxaemia followed by wound gaping and Respiratory complications. The average duration of stay in hospital was nearly same for all cases and the stay was less in patients who were managed conservatively. Despite our best effort, there are limitations of our study, which includes small sample size, lack of a control group and a lack of other parameters (other medical conditions, the effect of the drug, duration of the untreated condition) of GI Perforation. These limitations can be overcome in the future studies.
